X-ray examination. A young married woman, aged 26, was sent up as a case of pulmonary tuberculosis. On examining by the screen with the patient sitting-she could not lie down-he was struck with the great brilliance in the left upper half of the chest, chiefly the outer part. The area was limited below by a sharp horizontal line, and it remained horizontal when the patient inclined to either side. On the right side the lung appeared mottled all over, and near the apex was a large area almost as bright as the extra bright area on the other side. The report sent was, advanced pulmonary phthisis in right lung, the light area at apex indicating a considerable vomica. His interpretation on the left side was pneumo-hydrothorax; The shadow nearer the spine was cast by collapsed lung, and the horizontal line marked the limit of fluid in the chest. There was a rippling of that line synchronizing with the heart-beat. The namma presented below a sharp outline, and at first suggested pericardium, but by displacing it for screen examination it became evident that it was breast. He would like to know what the explanation of these X-ray appearances was. He had shown these skiagrams to several X-ray experts and all agreed with the interpretation he had given. He would like to hear if anyone had a different interpretation to give, and the reasons for the conclusions.
No other interpretation of the X-ray appearances being suggested, Dr. Worrall proceeded to sav that the patient had since died, and he showed post-mortem photographs of the two lungs. The right lung presented tuberculous disease throughout, with a large vomica in the apex, as suggested by the X-rays. The X-ray diagnosis as regards the left lung was quite wrong. There was no pneumo-hydrothorax. The lung presented complete unilocular cavitation, the fluid was contained in this cavity, and a catheter passed through a large bronchus communicating with the cavity showed where the atmospheric pressure was transmitted into the cavity. There was no fluid between the parietal and visceral pleura, which were adherent. Dr. A. C. JORDAN: The discussion has turned largely on my own work, and has been most instructive to myself. No real divergence from nmy views and results has been expressed, but the discussion has shown that much misunderstanding exists concerning my views. I am glad to have this opportunity to explain matters.
The lungs of all healthy persons show blotches at the roots, and linear shadows radiating from the roots; consequently, these appearances are not indicative of active tuberculous disease of the lungs. I have demonstrated their true nature, and shown that the blotches are due to enlarged glands at the roots, while the linear shadows are thrown by fibrous tissue surrounding the air tubes. Since calcareous nodules are present in these glandular blotches in most cases, it is clear that they represent healed tuberculous infection. I am quite prepared to admit, however, that other bacteria may contribute to their formation.
I should like to point out that I hold no theory regarding the mode of infection in pulmonary tuberculosis; in my papers I have merely described facts observed by myself, and stated my deductions from those facts. Given the facts, the deductions follow naturally.
Several speakers have referred to me as holding the view that the glands at the roots are the primary source of infection of pulmonary tuberculosis. As I explained at the last meeting, I have never held this view; I regard it as illogical, just as I should regard the parallel statement that a tuberculous finger was secondary to tuberculous glands in the axilla.
The ordinary course of events in the early stages of phthisis I find to be as follows (1) Catarrh of the air tubes; their lumen is found to contain epithelioid plates and secretion. This stage gives no X-ray signs.
(2) Migration of bacteria (including tubercle bacilli) through the walls of the air tubes, and consequent accumulation of leucocytes around the bronchial cartilages. This peribronchial small-celled infiltration gives rise to the radiating mottling, which is the characteristic X-ray feature of peribronchial phthisis. Even in its earliest stage this mottling is not confined to the roots but may extend to the periphery. The important feature is that from the commencement the mottling is distributed in a radial manner from the roots, and is purely peribronchial in its pathology. Hence the name "peribronchial phthisis" seems to me appropriate, and free from objection, while such names as " hilus phthisis," " central phthisis," &c., are not in any sense distinctive, while they suggest the erroneous idea that the hilus glands are the starting point of the disease. It is true these glands are often found to be caseous, especially in children, and sometimes they break down and cause infection of the neighbouring lung by direct contact; but this is an accidental occurrence, and has no bearing on the ordinary mode of origin of pulmonary tuberculosis.
The " failure to clear up " on inspiration at either apex is usually given as an indication of commencing tuberculous disease at that apex. I regard this indication with great suspicion; no doubt it does occasionally indicate commencing disease, but as 'a sign it is open to endless fallacies, and if noted conscientiously will lead to a diagnosis of phthisis in a large number of healthy persons. My advice would be to note this failure to light up, but to be careful not to commit oneself to a diagnosis of phthisis on account of it unless there is actually mottling. The presence of mottling affords a definite sign. with a certain pathological significance-viz., points of peribronchial infiltration, and this mottling occurs very early. "Doubtful " mottling is of no value in diagnosis; fortunately, however, the " doubt " can always be cleared up by examining the suspected region through a srmall aperture. If the mottling is real each individual spot will now be visible and can be pointed out on the fluorescent screen. If the mottling is imaginary the region will appear clear through the small aperture. Hence the golden rule: Do not diagnose phthisis unless you can show mliottling through a small aperture, and, show it on a photographic plate.
I have endeavoured to avoid repeating the contents of my published papers on peribronchial phthisis, but I hope I have succeeded in making my position clear.
